in which the decline was 38% (drop from 66% to 410%). In addition, it seemed that the prevalence of gastritis was very dissimilar in different birth cohorts. The prevalence was high (70-80%) in 1977, 1985, and 1992 Modified Giemsa was used to stain some (60 cases) of the specimens from 1977 and 1985 to control the specificity of H pylori findings, and routinely in those from 1992. The specimens were consecutively read and reported by the same staff of experienced pathologists according to the principles which correspond to the guidelines of the Sydney System.'6 In the present study, the patients were classified into three categories as follows: (1) Normal (no evidence of chronic gastritis): normal antrum and corpus; no inflammation, no atrophy or metaplasia. For the sake of simplicity, patients with special forms of gastritis (lymphocytic, eosinophilic, granulomatous, drug-associated gastritis, etc) were included; (2) Chronic non-atrophic gastritis: chronic gastritis present either in the antrum or corpus, or both; no atrophy; (3) Chronic atrophic gastritis: atrophy (loss of normal mucosal glands) is present either in antrum or corpus, or both. Intestinal metaplasia was considered an important indicator for atrophy, particularly in antral biopsy specimens. However, the occurrence of mild metaplasia in some single glands (less than 10% of the volume of the epithelium in available biopsy material) without other evidence of loss of normal glands was not seen to indicate atrophy, and such cases were classified into the category of 'non-atrophic gastritis'.
In the present analysis, patients with atrophy, irrespective of its degree (mild, Friedman ANOVA with concordance. In the calculation of proportions, 95% confidence intervals (95% CI) were also estimated.
Results
The prevalence of chronic gastritis was lower in all age groups and in both sexes in the outpatient series in 1992 than in 1977 (Fig 1) . The fall in prevalence of gastritis in men and women between 1977 and 1992 was 18% overall and greatest in the three youngest age groups (20-49 years), in which the prevalence had fallen 38% (from 6/6% to 4 1%). The prevalence figures in 1985 were between those in 1977 and 1992 (data not shown). The prevalence of gastritis was lower in all age categories in 1992 than in those of the population based sample of people in (Fig 2) . Prevalence of atrophic ga fallen over time, and this was in the older age groups (Fig 3) In all series, the prevalence correlated positively with a increased with age) (Fig 1) The observations indicate that every birth cohort has a 'specific' prevalence rate of gastritis, and that these rates vary between the ' cohorts but remain quite stable over the years 0-60-70-in the same cohort. It is likely that it is this JP (y) cohort-specific rate of gastritis that has fallen in and women) with Finland with time. follow up studies also support these views, and that the acquisition rate is lower in adulthood than we have believed so far. In H pylori seronegative adults, a seroconversion seems to be rather a rare event, the annual infection rate being only 0 15-0 38%.26 27 The present study indicates that atrophic gastritis has also decreased in prevalence in the past 15 years. This is a logical result. Atrophic gastritis develops over time (years, decades) in some patients with non-atrophic H pyloni gastritis.1 2 This process is slow and obviously multifactorial2 28 but results in a loss of normal mucosal glands (atrophy) and the appearance of metaplasia (intestinal and pseudopyloric metaplasia) in the antrum, corpus, or both. A high rate of H pyloni infection in childhood would predict a high prevalence of atrophic gastritis and intestinal metaplasia in the cohort (population) in the late adulthood. On the other hand, a decrease in these rates could result in a decrease in the prevalence of atrophic gastritis and metaplasia, as seems to be the case.
Methodological biases can be many, and may easily jeopardise a study of this sort.
Indications for endoscopy may have changed in 15 years, thereby causing selection biases. This may also be the case regarding the criteria and techniques used in endoscopy and histological examinations. However, no significant differences occurred in the demographic data of patients in 1977, 1985, and 1992, suggesting that the selection biases, even though existing, may not play the major role. In addition, the prevalence figures on gastritis were significantly lower in the outpatient series in 1992 than in the random sample of people in 1974-76, supporting the view that the present observations are true and not caused by biases in the selection only. Had the decrease in prevalence of gastritis been caused by changes in the inclusion criteria, it would be logical to assume that gastritis should be more common in the outpatient series than in the random sample of people. This was not the case.
In addition, to collect data for epidemiological studies, it was initially planned, and achieved from 1976, that routine histological biopsy specimens should be collected from the same areas (antrum and corpus) of the stomach in every patient undergoing diagnostic endoscopy. The histology was also graded by the same staff of pathologists according to principles corresponding to the Sydney System. These interpretations seem to have been consistent over the period of 15 years. Kappa and lambda coefficients were high, indicating good concordance.
In conclusion, the study indicates that the prevalence of chronic gastritis has fallen significantly in Finland in the past 15 years. This decrease is obviously based on a decrease in the rate of H pylori acquisition with time, particularly in childhood and adolescence (age below 20). Observations on time trends suggest that gastritis is a cohort phenomenon in the population: every birth cohort has a 'specific' prevalence rate that remains unchanged for years (for the whole life), and the rate of H pylon acquisition in childhood and adolescence decides this prevalence rate for the cohort. It seems that the 'cohort specific' prevalence of H pylon gastritis is high (70-80%) in generations born at the beginning of the century but lower (40-50%) in those born in the last decades. 
